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Recommendations

Major Recommendations
Seminomas

T1-4, N0, M0 (Stage I Seminomas)

Indications include disease localized to testicle only, post-radical orchidectomy.

Management

Staging (American Joint Committee on Cancer [AJCC], 2010)

Chest x-ray (CXR)
Computed tomography (CT) abdomen/pelvis; CT chest if positive abdominal CT or abnormal CXR
Complete blood count (CBC)
Creatinine
Tumour markers (β human chorionic gonadotropin [βHCG], lactate dehydrogenase [LDH], α fetal protein [αFP])

Primary Therapy

Therapeutic options include surveillance or adjuvant chemotherapy (Chung et al., 2010).
Surveillance is indicated for the individual who will comply with the surveillance protocol (below).



Patients with a higher risk for recurrence (e.g., presence of a tumour >4 cm and/or rete testes involvement) should discuss risk factors with
oncologists and could be offered radiotherapy; however, even patients in the high-risk group have a greater than 65% chance of being
relapse-free without adjuvant treatment, as such surveillance remains an preferred option.
Radiotherapy: 20–25 Gy in 10–20 fractions, to para-aortic ± ipsilateral pelvic lymph nodes ("dog leg" or "hockey stick").
Chemotherapy (carboplatin area under the curve [AUC] 7 x 2 courses) can be considered in select cases.
The possibility of sperm banking should be discussed.

Surveillance Protocol (Princess Margaret Hospital, 2012)

Years 1–3: physical evaluation (P/E), tumour markers, CT abdomen/pelvis every 6 months; CXR every 12 months.
Years 4–10: P/E, tumour markers, CT abdomen +/- pelvis at discretion of physician, only every 12 months.

Follow-up (Martin et al., 2007; Tolan, Vesprini et al., 2010)

Evaluation post-radiotherapy or chemotherapy (re-staging), then:

Years 1–3: P/E, tumour markers, CT abdomen/pelvis every 6 months; CXR every 12 months.
Years 4–10: P/E, tumour markers, CT abdomen +/- pelvis at discretion of physician, only every 12 months.
Years 4–10: follow-up can be done by family physician, clinical associate, or nurse practitioner.

T1-4, N1-2, M0 (Stages IIA and IIB Seminomas)

Indications include retroperitoneal lymph node disease <5 cm in diameter.

Stage T1-4, N1, M0, enlarged node <2 cm (stage IIA)
Stage T1-4, N2, M0, enlarged node(s) 2–5 cm (stage IIB)

Management

Staging

Tumour markers (βHCG, αFP, LDH)
CT chest, abdomen and pelvis
Bone scan, if clinically indicated

Preparation for Therapy

Baseline CBC, creatinine
Discuss sperm banking with the patient

Primary Therapy

External-beam radiotherapy (Smalley et al., 1985; Mason & Kearsley, 1988)

Include para-aortic and ipsilateral pelvic nodes to 20–30 Gy ("dog leg" or "hockey stick").
Boost grossly involved nodes by 10 Gy.

Chemotherapy (Williams et al., 1987; Motzer et al., 1995; de Wit et al., 2001)

Consider bleomycin, etoposide, cisplatin (BEP) × 3 cycles when optimal radiotherapy not possible; etoposide, cisplatin (EP) × 4 cycles
may be considered in patients with contraindication to bleomycin.
Consider BEP × 3 cycles, in extensive stage IIB disease (same as stage IIC); EP × 4 cycles may be considered in patients with
contraindication to bleomycin.

Residual Disease

If the residual mass >3 cm, consider a positron emission tomography (PET) scan 4 to 12 weeks after day 21 of the last cycle.
If PET scan is positive, decisions should be made using a multi-disciplinary approach.
Due to the difficulty of surgical resection and radio-sensitivity of seminoma, consider biopsy and/or radiotherapy. If required, surgery can be
performed in the future.



Follow-up

Post-therapy Evaluation

P/E
Tumour markers
CXR (or CT thorax)
CT abdomen/ pelvis (baseline post-radiotherapy [RT])

Evaluation of Residual Disease

PET scan for evaluation of residual disease (Kollmannsberger et al., 2002; Spermon et al., 2002; Cremerius, Effert, & Adam, 1998; Lewis
et al., 2006).
If there is no residual disease, evaluate post-completion of therapy with CT abdomen/pelvis.

Post-therapy Surveillance

Year 1: P/E, tumour markers every 2 to 3 months. CXR, CT of area of known disease every 4 to 6 months. CT abdomen/pelvis every 6 to
12 months.
Year 2: P/E, tumour markers every 3 to 4 months. CXR, CT of area of known disease every 6 months.
Year 3: P/E, tumour markers, CXR, CT of area of known disease every 6 months.
Years 4–5: P/E, tumour markers every 6 to 12 months. CXR, CT if clinically indicated.
Years 6–10: P/E, tumour markers, CXR every 12 months. CT if clinically indicated.
Clinic visits every 3 to 6 months; annually thereafter.
Duration: 10 years; years 3–10 can be done by family physician, clinical associate, or nurse practitioner.

T1-4, N3, M0, T1-4, Nx, M1 (Stages IIC, IID, and III Seminomas)

Indications include retro-peritoneal lymph node disease >5 cm in diameter, or distant metastases.

Management

Staging

Tumour markers (βHCG, αFP, LDH)
CT chest, abdomen, pelvis
CT head (if symptomatic)
Bone scan, CT brain, if clinically indicated
PET if indicated (Chung & Walker-Dilks, 2009)

Preparation for Therapy

Baseline CBC, biochemistry, liver function tests, alkaline phosphatase
Discuss sperm banking with the patient.

Primary Therapy

Cisplatin-based combination chemotherapy (Motzer et al., 1995; de Wit et al., 2001; Bajorin et al., 1991).
Good risk as per International Germ Cell Consensus Classification (IGCCC): BEP × 3; EP × 4 may be considered if bleomycin is
contraindicated.
Intermediate risk as per IGCCC: BEP × 4.

Management of Residual Disease

If residual mass >3 cm, consider PET scan 4 to 12 weeks after day 21 of the last cycle.
If PET is positive, decisions should be made using a multi-disciplinary approach due to the difficulty of surgical resection and radio-
sensitivity of seminoma. Consider biopsy and/or RT. If required, surgery can still be performed in the future (Herr et al., 1997).

Follow-up

Evaluation post completion of therapy (restaging) and then:



Year 1: P/E, tumour markers every 2 to 3 months. CXR, CT of area of known disease every 4 to 6 months.
Year 2: P/E, tumour markers every 4 to 6 months. CXR, CT of area of known disease every 6 months.
Year 3: P/E, tumour markers, CXR every 6 months. CT of area of known disease every 6 months.
Years 4–5: P/E, tumour markers, CXR every 6 to 12 months. CT if clinically indicated.
Years 6–10: P/E, tumour markers, CXR every 12 months. CT if clinically indicated.
Duration: 10 years; years 3–10 can be done by family physician, clinical associate, nurse practitioner.

Nonseminoma

T1-4, N0, M0, S0 (Stage I Nonseminomas)

Indications include disease localized to testicle only and normalization of tumour markers post-radical orchidectomy (half-life [t½] = 24 to 48 hours
for HCG, 5–7 days for αFP).

Management

Staging (IGCCCG, 1997)

Clinical history and physical
CT abdomen/pelvis
CXR or CT chest
CBC
Tumour markers (LDH, αFP, βHCG)

Primary Therapy

Surveillance (see below) or template retroperitoneal lymph node (LN) dissection; the decision for surveillance should consider the higher
risk of metastatic disease in patients with pure embryonal histology and lympho-vascular invasion.
If lymph node metastases are present and completely excised, consider adjuvant chemotherapy.

Follow-up

Surveillance protocol:

Year 1: P/E, αFP, HCG every 2 to 3 months. CXR, CT abdomen/pelvis every 4 months.
Year 2: P/E, αFP, HCG every 4 to 6 months. CXR every 3 months. CT abdomen/pelvis every 6 months.
Year 3: P/E, αFP, HCG, CXR every 4 to 6 months. Repeat CT as clinically indicated.
Years 4–5: P/E, αFP, HCG, CXR every 12 months. Repeat CT as clinically indicated.
If pathologically node negative post-LN dissection, the risk of relapse in the abdomen is very low. CT of the abdomen may be done at
decreased frequency at physician's discretion.
Duration of follow-up: 5 years; close follow-up for 2 years.
Consider years 3–5 follow-up be done by family physician, clinical associate or nurse practitioner.

T1-4, N0, M0, S+ (Stage I) and T1-4, N+, M0 (Stage II Nonseminomas)

Indications include:

Clinical T1-4, N0, M0, (S+): failed marker normalization post-radical orchidectomy for clinical stage I disease
Clinical T1-4, N+, M0:

a. Relapsed disease in the retroperitoneal lymph nodes (RPLN) on surveillance post-radical orchidectomy
b. Clinical N+: RPLN+ on staging CT at presentation
c. Pathologic T1-4, N+, M0: pathologic N + post-RPLN dissection (RPLND) (see below)

Management

Staging (Herr et al., 1997)

Tumour markers (βHCG, αFP, LDH)
CT chest, abdomen, and pelvis
Bone scan, CT brain, if clinically indicated



Preparation for Therapy

Baseline CBC, biochemistry, LFTs, alkaline phosphatase
Discuss sperm banking with the patient.

Primary Therapy

Cisplatin-based combination chemotherapy (Stephenson & Sheinfeld, 2005; Loehrer et al., 1995; de Wit et al., 1997)
Good risk (IGCCC): BEP x 3
Intermediate/poor risk (IGCCC): BEP x 4; vindesine, ifosfamide, platinum (VIP) may be considered if there is contraindication to bleomycin
or in patients at increased risk to bleomycin-induced pulmonary toxicity.
Consider complete bilateral RPLND if post-chemotherapy retroperitoneal (RP) masses >1.0 cm.
Role of consolidation chemotherapy is unclear. Post-resection treatment depends on histology:

Necrosis/fibrosis (40%–50% of cases): observe
Teratoma (30%–40% of cases): observe
Residual embryonal, yolk sac, choriocarcinoma, or seminomatous elements (15%–20% of cases): adjuvant chemotherapy with EP x
2, paclitaxel, ifosfamide, cisplatin (TIP) x 2, or VIP x 2

RPLND as primary treatment can be considered for selected clinical stage IIA patients with normal markers, ipsilateral LN within landing
zone, patient's preference or refusal of chemotherapy

Treatment options following RPLND based on pathological staging (PS); also include pathologic stage II following RPLND for
clinical stage I:

Pathologic stage N0 or mature teratoma: observe
Pathologic stage IIA: observation preferred, may use adjuvant EP x 2 or BEP x 2
Pathologic stage IIB: adjuvant EP x 2 or BEP x 2
Pathologic stage IIC: primary chemotherapy as for good risk disease

Follow-up

Evaluation post chemotherapy (restaging) and then:

Year 1: P/E, tumour markers every 2 to 3 months. CXR, CT scan every 3 to 4 months of area of known disease based on IGCCC risk
group.
Year 2: P/E, tumour markers every 4 to 6 months. CXR, CT scan every 4 to 6 months of area of known disease based on IGCCC risk
group
Year 3: P/E, tumour markers, CXR every 6 months. CT if clinically indicated based on IGCCC risk group.
Years 4–5: P/E, tumour markers, CXR every 6 to 12 months with αFP, HCG. CT if clinically indicate.
Duration of follow-up: 5 years
Consider years 3–5 follow-up be done by family physician, clinical associate or nurse practitioner.

T1-4, N1-3, M+ (Stage III Nonseminomas)

Indications include presenting with distant metastatic disease.

Management

Staging (AJCC, 2010)

Tumour markers (βHCG, αFP, LDH)
CT abdomen/pelvis
CT chest
Bone scan, CT brain, if clinically indicated

Preparation for Therapy

Baseline CBC, biochemistry, LFTs, alkaline phosphatase
Discuss sperm banking with the patient.

Primary Therapy



Cisplatin-based combination chemotherapy is preferred:
a. Good risk (IGCCC): BEP × 3 or EP × 4 may be considered if contraindication to bleomycin.
b. Intermediate/poor risk (IGCCC): BEP × 4; VIP may be considered if there is contraindication to bleomycin or in patients at

increased risk to bleomycin-induced pulmonary toxicity.
Consider surgical resection of post-chemotherapy RP masses >1.0 cm or <90% volume shrinkage from pre-chemotherapy size with
normalization of tumour markers if previously elevated.
Consider resection of any residual mass in mediastinum/lung; these sites are associated with higher risk of teratoma and viable
nonseminomatous germ cell tumour (NSGCT).
PET remains investigational due to high false-negative rate and difficulty in detecting mature teratoma in studies.
Post-resection treatment depends on histology (Toner et al., 1990)

a. Necrosis/fibrosis – observe
b. Teratoma – observe
c. Residual embryonal, yolk sac, choriocarcinoma, or seminomatous elements - chemotherapy with EP × 2, TIP × 2, or VIP × 2

Patients with brain metastases should be given whole brain radiotherapy (to be given up-front while chemotherapy is ongoing) ±
neurosurgical opinion for isolated disease.

Follow-up

Post-chemotherapy surveillance (restaging) and then:

Year 1: P/E, tumour markers every 2 to 3 months. CXR, CT scans every 3 to 4 months of area of known disease based on IGCCC risk
group.
Year 2: P/E, tumour markers every 4 to 6 months. CXR, CT scans every 4 to 6 months of area of known disease based on IGCCC risk
group.
Year 3: P/E, tumour markers, CXR every 4 to 6 months with αFP, HCG. CT if clinically indicated based on IGCCC risk group.
Years 4–5: P/E, tumour markers, CXR every 6 to 12 months with αFP, HCG. CT if clinically indicated.
Duration of follow-up: 5 years
Consider follow-up for years 3–5 be done by family physician, clinical associate, or nurse practitioner.

Salvage Chemotherapy for Patients Relapsing Post-BEP Chemotherapy (Motzer et al., 1995; Loehrer et al., 1998; Bhatia et al., 2000; Beyer et
al., 1996; Bedano et al., 2006; Kondagunta et al., 2005; Pico et al., 2005)

Indications include:

Primary cisplatin refractory disease
Relapse following cisplatin-based chemotherapy
Note: consider the possibility of growing teratoma syndrome; these patients do not have relapsed viable germ cell tumour

Management

Staging (IGCCCG, 1997)

CT chest
CT abdomen/pelvis
CBC
Chemistry profile including: electrolytes, creatinine, albumin, alkaline phosphatase, alanine transaminase (ALT), total protein, LDH, αFP,
βHCG
CT head and bone scan if clinically indicated

Primary Therapy

The following discussion is limited to patients who relapse within 2 years of completion of their primary therapy.

Patients can be divided into good and poor risk based on the following clinical and laboratory parameters at the time of relapse:

Good Risk Poor Risk

Gonadal primary Non-gonadal primary



Seminoma Non-seminoma

Complete response (CR) or partial response (PR) as best response
to first-line chemotherapy

PR/stable disease (SD)/progressive disease (PD) as best response to
first-line chemotherapy

Relapse >6 months after completion of first-line chemotherapy Relapse <6 months after completion of first-line chemotherapy

α fetal protein (αFP) <100 αFP <100

β human chorionic gonadotropin (βHCG) <1000 βHCG <1000

Good Risk Poor Risk

There are two approaches to the management of patients relapsing after primary chemotherapy:

Standard-dose salvage chemotherapy
High-dose chemotherapy (HDCT) and peripheral blood stem cell transplantation (PBSCT)

Treatment is based on risk category:

Good risk:
Standard-dose chemotherapy: TIP or VIP x 4 cycles.
For VIP/TIP failures or relapses, HDCT and PBSCT can be performed.
For patients relapsing after standard-dose salvage chemotherapy, and HDCT and PBSCT can be considered for palliative
chemotherapy; agents include gemcitabine, oxaliplatin, etoposide, and paclitaxel.

Poor risk:
Standard-dose chemotherapy: TIP or VIP x 4 cycles.
Patients who are poor risk at relapse should be considered early for HDCT and PBSCT, as they may not be well enough to consider
this treatment in the third-line setting.

HDCT and PBSCT (De Giorgi et al., 2002; Einhorn et al., 2007; Motzer et al., 1996)

Prior to HDCT and PBSCT, standard-dose chemotherapy should be administered to debulk the tumour and facilitate stem cell collection.
1–2 cycles of chemotherapy may be administered depending on how quickly the stem cell transplantation procedure can be
undertaken.
Regimens used to debulk may include VIP or TIP; ifosfamide, carboplatin, and etoposide (ICE) have also been used.

The conditioning regimen for the transplant should consist of high-dose carboplatin and etoposide.
Enough stem cells should be collected in order to conduct a tandem transplant.

Adjunctive Care for All Patients

Patients with brain metastases should be given whole brain radiotherapy concurrently while chemotherapy is ongoing. Neurosurgical opinion
for isolated metastases may also be considered.
After completion of all chemotherapy, resection of any residual masses should be performed.

Unique Clinical Situations

Late Relapses

A late relapse is defined as relapse occurring >2 years after completion of primary chemotherapy.
These patients have disease that is more chemotherapy resistant and immediate surgical resection of recurrent disease should be undertaken
if feasible, irrespective of the level of tumour markers.
Whether or not to offer chemotherapy post-surgical resection in this setting is controversial but could be considered.
TIP has been used with modest success in patients who relapse late that are not surgical candidates.

Non-testicular Germ Cell Tumours (GCT)

Please refer to the CancerControl Alberta guideline Extragonadal Germ Cell Tumours  and the guideline on central
nervous system (CNS) germ cell tumours (in development).

Clinical Algorithm(s)
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None provided

Scope

Disease/Condition(s)
Testicular germ cell tumours:

Seminoma
Nonseminoma

Guideline Category
Evaluation

Management

Risk Assessment

Treatment

Clinical Specialty
Family Practice

Oncology

Pathology

Radiation Oncology

Radiology

Surgery

Urology

Intended Users
Advanced Practice Nurses

Nurses

Physician Assistants

Physicians

Guideline Objective(s)
To outline management decisions for seminoma and nonseminoma germ cell tumours of the testicle

Target Population
Patients with testicular germ cell tumours



Interventions and Practices Considered
Evaluation (Staging)

1. Seminoma
Computed tomography (CT) abdomen/pelvis, chest, head/brain
Chest x-ray (CXR)
Complete blood count (CBC), biochemistry, liver function tests, alkaline phosphatase
Creatinine
Tumour markers (β human chorionic gonadotropin [βHCG], lactate dehydrogenase [LDH], α fetal protein [αFP])
Bone scan
Positron emission tomography (PET) scan

2. Nonseminoma
Clinical history and physical
CT abdomen/pelvis, brain
CXR or CT chest
CBC, biochemistry, liver function tests, alkaline phosphatase
Tumour markers (LDH, αFP, βHCG)
Bone scan

Management/Treatment

1. Seminoma
Chemotherapy

Carboplatin
Bleomycin, etoposide, cisplatin (BEP)
Etoposide, cisplatin (EP)

Radiotherapy
Discussion of sperm banking
Follow-up (re-staging, physical examination, tumour markers, CT abdomen/pelvis)
Evaluation of residual disease (PET)
Surveillance (physical examination, tumour markers, CT scan, CXR)

2. Nonseminoma
Retroperitoneal lymph node (LN) dissection
Chemotherapy (cisplatin-based)

BEP
EP
Vindesine, ifosfamide, platinum (VIP)
Paclitaxel, ifosfamide, cisplatin (TIP)

Surveillance (αFP, HCG, CXR, CT)
Follow-up (re-staging, physical examination, tumour markers, CXR, CT abdomen/pelvis)

Note: The guideline also considers salvage chemotherapy for patients relapsing post-BEP chemotherapy, adjunctive care for all patients, and
management of late relapses.

Major Outcomes Considered
Overall survival
Disease-free survival
Recurrence rates
Complete response rate
Toxicity of chemotherapy

Methodology



Methods Used to Collect/Select the Evidence
Searches of Electronic Databases

Description of Methods Used to Collect/Select the Evidence
Research Questions

Specific research questions to be addressed by the guideline document were formulated by the guideline lead(s) and Knowledge Management
(KM) Specialist using the PICO question format (Patient or Population, Intervention, Comparisons, Outcomes).

Guideline Questions

What are the appropriate management and follow-up strategies for seminomas?
What are the appropriate management and follow-up strategies for nonseminomas?

Search Strategy

Ovid MEDLINE and EMBASE (1965 to August 2011) and clinical practice guideline databases, including the Cochrane Library and the National
Guideline Clearinghouse, were searched for evidence relevant to this topic. For the most recent update of this guideline, the search terms 'testicular
cancer' or 'seminoma' or 'nonseminoma' were used to search for clinical trials in humans, published in English between 2011 and 2012 February. A
total of 20 citations were identified from the MEDLINE and EMBASE databases. Studies were excluded if they were phase I, did not include
seminoma or non-seminoma patients, did not focus on treatment (i.e., pathology, genetics, etc.), were retrospective in nature without a comparison
group, and did not look at survival or recurrence outcomes, and studies that were not published in English (10 citations were excluded). The
literature was again updated in 2013 July using the search strategy described above. A total of 19 citations were identified; of these, 4 were
considered relevant; however 3 were retrospective observational (i.e., non-comparative) studies and did not meet the inclusion criteria. Therefore,
1 study was included as new evidence to inform the guideline recommendations.

Number of Source Documents
Not stated

Methods Used to Assess the Quality and Strength of the Evidence
Not stated

Rating Scheme for the Strength of the Evidence
Not applicable

Methods Used to Analyze the Evidence
Systematic Review with Evidence Tables

Description of the Methods Used to Analyze the Evidence
Evidence was selected and reviewed by a working group comprised of members from the Alberta Provincial Genitourinary Tumour Team and a
Knowledge Management (KM) Specialist from the Guideline Utilization Resource Unit (GURU). A detailed description of the methodology
followed during the guideline development process can be found in the Guideline Utilization Resource Unit Handbook 
(see the "Availability of Companion Documents" field).

Evidence Tables
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Evidence tables containing the first author, year of publication, patient group/stage of disease, methodology, and main outcomes of interest are
assembled using the studies identified in the literature search. Existing guidelines on the topic are assessed by the KM Specialist using portions of
the Appraisal of Guidelines Research and Evaluation (AGREE) II instrument (http://www.agreetrust.org ) and those
meeting the minimum requirements are included in the evidence document. Due to limited resources, GURU does not regularly employ the use of
multiple reviewers to rank the level of evidence; rather, the methodology portion of the evidence table contains the pertinent information required
for the reader to judge for himself the quality of the studies.

Methods Used to Formulate the Recommendations
Expert Consensus

Description of Methods Used to Formulate the Recommendations
Formulating Recommendations

The working group members formulate the guideline recommendations based on the evidence synthesized by the Knowledge Management (KM)
Specialist during the planning process, blended with expert clinical interpretation of the evidence. As detailed in the Guideline Utilization Resource
Unit Handbook  (see the "Availability of Companion Documents" field), the working group members may decide to
adopt the recommendations of another institution without any revisions, adapt the recommendations of another institution or institutions to better
reflect local practices, or develop their own set of recommendations by adapting some, but not all, recommendations from different guidelines.

The degree to which a recommendation is based on expert opinion of the working group and/or the Provincial Tumour Team members is explicitly
stated in the guideline recommendations. Similar to the American Society of Clinical Oncology (ASCO) methodology for formulating guideline
recommendations, the Guideline Utilization Resource Unit (GURU) does not use formal rating schemes for describing the strength of the
recommendations, but rather describes, in conventional and explicit language, the type and quality of the research and existing guidelines that were
taken into consideration when formulating the recommendations.

Rating Scheme for the Strength of the Recommendations
Not applicable

Cost Analysis
A formal cost analysis was not performed and published cost analyses were not reviewed.

Method of Guideline Validation
Internal Peer Review

Description of Method of Guideline Validation
This guideline was reviewed and endorsed by the Alberta Provincial Genitourinary Tumour Team.

When the draft guideline document has been completed, revised, and reviewed by the Knowledge Management (KM) Specialist and the working
group members, it will be sent to all members of the Provincial Tumour Team for review and comment. This step ensures that those intended to use
the guideline have the opportunity to review the document and identify potential difficulties for implementation before the guideline is finalized.
Depending on the size of the document, and the number of people it is sent to for review, a deadline of one to two weeks will usually be given to
submit any feedback. Ideally, this review will occur prior to the annual Provincial Tumour Team meeting, and a discussion of the proposed edits
will take place at the meeting. The working group members will then make final revisions to the document based on the received feedback, as
appropriate. Once the guideline is finalized, it will be officially endorsed by the Provincial Tumour Team Lead and the Executive Director of
Provincial Tumour Programs.
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Type of Evidence Supporting the Recommendations
The recommendations are supported by randomized trials, existing guidance, prospective studies, retrospective studies, and multivariate analyses.

Benefits/Harms of Implementing the Guideline Recommendations

Potential Benefits
Appropriate management and follow-up of patients with testicular germ cell tumours

Potential Harms
Toxicity of chemotherapy agents, including bleomycin-induced pulmonary toxicity

Qualifying Statements

Qualifying Statements
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The recommendations contained in this guideline are a consensus of the Alberta Provincial Genitourinary Tumour Team and are a synthesis of
currently accepted approaches to management, derived from a review of relevant scientific literature. Clinicians applying these guidelines should, in
consultation with the patient, use independent medical judgment in the context of individual clinical circumstances to direct care.

Implementation of the Guideline

Description of Implementation Strategy
Present the guideline at the local and provincial tumour team meetings and weekly rounds.
Post the guideline on the Alberta Health Services website.
Send an electronic notification of the new guideline to all members of CancerControl Alberta.
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